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GROUP PSYCHOTHERAPY AND CONCOMITANT 
PSYCHOLOGICAL CHANGE’ 


EARL J. ENDS? anp CURTIS W. PAGE’ 


Willmar State Hospital, Minnesota 


HE DATA and conclusions herein pre- 
represent an interim report cov- 
ering the second phase of a continuous 
research program the over-all purpose of 
which is to assess the usefulness of group 
psychotherapy with alcoholic patients and to 
determine the most efficient type and inten- 
sity of application. Further goals are to 
seek clearer understanding of the therapeu- 
tic process itself for purposes of training 
therapists, selecting patients, discovering and 
applying whatever modifications of the ther- 
apeutic process may be necessary to widen 
the applicability of psychotherapy to an 
inebriate hospital population. The ultimate 
practical goal is as always the improvement 
of the recovery rate. 

In reading this report and in evaluating 
our results and conclusions, it is important 
that the reader have some general idea of 
the total treatment program and the gen- 
erally involuntary nature of hospitalization 
for the treatment of alcoholism because both 
of these factors materially influence the 
interpretation of our data. 

The formal aspects of the alcoholic program at 
Willmar State Hospital include a series of 26-hour- 
long orientation lectures covering psychological, 
physical, social, and spiritual problems associated 
? Supported in part by a grant from Department 
of Public Welfare, State of Minnesota. We are 
indebted to Nelson J. Bradley, Superintendent, for 
early and continuing administrative support of this 
research program, to M. Duane Sommerness for 
criticisms and encouragement at the inception of 
the program, to the department of psychology, and 
specifically Jean J. Rossi, for an indispensable role 
in carrying out the program, to Lloyd A. Smith 
and other physicians, ward personnel, and hospital 
personnel for their cooperation 

2 Presently with Psychological Research and De- 
velopment Corp., Fullerton, California. 

* Presently Director of Research and Training, 
Traverse City State Hospital, Michigan 


with alcoholism; a thorough grounding in Alco- 
holics Anonymous (AA) history, philosophy, and 
principles; several lectures on personality growth 
and development and on mental mechanisms of a 
pathological nature. This part of the program is 
primarily educational in scope and purpose, but in 
effect is often also inspirational. These lectures, 
given by 13 different staff members, serve as the 
core of the general treatment program. The purely 
medical problems associated with extremely exces- 
sive drinking and alcoholism are 
they appear with a thoroughness and degree of 
skill perhaps unmatched anywhere 


treated whenever 


In addition to the orientation lecture series, nu- 
merous more specific lecture and discussion groups 
are part of the regular program. The AA program 
is considered to be an integral part of the general 
treatment program. Group AA meetings are held 
four nights a week. Visiting AA speakers and/or 
selected speakers are present week, the 
hospital chaplain conducts one meeting weekly on 
the spiritual aspects of 


twice a 


\A, and one meeting is 
devoted to instructions on the “12 steps of AA.” 
A group question-and-answer hour is held weekly 
by one of the alcoholic The Toast 
masters’ Club meets once weekly offering an op- 
portunity for alcoholics to master the art of public 
speaking. In addition, the alcoholic is invited to 
talk his problems over with one of the four AA 


counselors 


counselors on the staff. social discussion 
groups, comprising eight to ten alcoholics, meet 
three times weekly with the AA counselors and 


the chaplain. Although AA participation is volun- 
tary, the majority of alcoholics do participate in 
some phase of the AA program. Group psycho- 
therapy is offered only as staff time permits. There 
are usually at least two groups in progress aside 
from those used in research projects at any time 
except during the summer months when staff vaca 
tions and short terms of hospitalization make 
group therapy rather impossible to maintain 

The Willmar program is currently open to both 
voluntary and committed alcoholics. Commitment 
as an alcoholic, of course,’ involves legal proceed- 
and a court hearing. Voluntary admissions 
need only come to the hospital seeking help for 
alcoholism and agree to stay the 


Ings 


specified period 
The treatment program is scheduled for 60 days 
and, after admission, no distinction is made between 
voluntary and committed Currently 
about half of the admissions are voluntary; 


alcoholics 


how- 
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ever, these latter are not what they seem. It is 
probable that less than 25% of voluntary admis- 
sions truly come of their own free will seeking 
help for a self-recognized problem. The other 75% 
or more “volunteer” under coercion of one kind or 
another. Often they have been threatened with 
commitment if they refuse to volunteer, others have 
been threatened with loss of their jobs, divorce, 
jail terms, and many other things of a like nature 

The over-all effect of these practices as far as 
psychotherapeutic treatment is concerned is that we 
are not dealing with people who are motivated 
for therapy. Many of them are extremely resent- 
ful over being here and are hostile and bitter to- 
ward those responsible. Arbitrary assignment to 
group therapy under the demands of the research 
project results, usually, in even more resentment 
and hostility directed toward the hospital staff in 
general and the therapist in particular. In terms of 
usual psychotherapeutic thinking, then, therapy be- 
gins under extremely unfavorable circumstances 
with Ss who at best are considered very poor 
therapeutic risks. 

Reprints of the interim report (Ends & 
Page, 1957) on the initial phase of the 
project are available. In this first phase we 
sought to determine the most effective of 
three theoretical approaches to group psy- 
chotherapy using the analytic, the group- 
centered (Rogerian), and a learning theory 
approach based on the work of Mowrer 
(1950, 1953). A nontherapy discussion 
group was included as a control. Conclu- 
sions based primarily on a complex analysis 
of Q-sort data were that the Rogerian 
group-centered approach possessed the wid- 
est applicability and greatest effectiveness, 
all things considered. Follow-up data sup- 
ported our latter conclusion. 

Unfortunately, overcoming some of the 
shortcomings of the first phase of the study 
necessarily results in a loss of precision in 
comparisons of results of the two phases, 
but enough similarity remains so that such 
comparisons are both legitimate and _ re- 
vealing. 

In addition to providing a test of several 
new hypotheses, the second phase was also 
designed to serve as a check on our earlier 
conclusions regarding the effectiveness and 
modus operandi of the group-centered ap- 
proach to psychotherapy. The control group 
used for the second phase received un- 
restrainedly all the benefits of the general 
treatment program, including group meet 
ings with AA counselors, individual coun- 


seling by chaplains, individual counseling by 
AA counselors, and individual counseling 
by psychologists just as did the group ther- 
apy Ss. However, no Ss in either therapy 
or control groups received regularly sched- 
uled intensive individual psychotherapy by 
psychologists or psychiatrists. As far as 
treatment in the second phase was con- 
cerned, the only difference was that the 
experimental group of inebriates received 
group therapy in addition to the regular 
treatment program whereas the control 
group did not. It is important to keep in 
mind that improvement and change in the 
control group represents the effect of the 
general treatment program, not “spontane- 
ous” change in the absence of treatment. 

Some of the hypotheses which the second 
phase was designed to test or explore de- 
pend on follow-up data to be acquired at 
specified time intervals after discharge from 
the hospital. Since the data will not be col- 
lected and ready for analysis for some time, 
reference to those hypotheses will be omit- 
ted in this interim report. 


PROBLEM 


Does Rogerian group-centered therapy, 
when added to the general alcoholic treat- 
ment program, result in therapeutic move- 


ment quantitatively and/or qualitatively 
different from the general alcoholic treat- 
ment program alone? Secondly, does ther- 
apeutic movement as evident in data from 
the first phase of the project continue and 
progress to a significantly greater extent 
when the number of therapy sessions is 
doubled from 15 sessions in the first phase 
to 30 the second (current) 
phase? A third problem concerns the nature 
and rate of change of therapeutic movement. 
Do increasing amounts of therapy result in 
increasing, diminishing, or proportional re- 
turns in therapeutic progress ? 


sessions in 


Mayor HypotueEses 


1. The addition of Rogerian group- 
centered therapy to the general treatment 
program will result in both qualitative and 
quantitative’ differences in therapeutic 
change. 


= 


2. Doubling the number of therapeutic 
sessions from 15 to 30 will result in signifi- 
cantly greater therapeutic movement. 

3. Doubling the number of therapeutic 
sessions will result only in quantitative 
rather than qualitative differences, i.e., the 
pattern of change will be the same for both 
the 15-session and the 30-session therapy 
groups. 

4. As the number of therapy sessions 
increases, the rate of therapeutic progress 
will increase. Other minor hypotheses ex- 
plored concerning the therapeutic process in 
particular will be stated at appropriate 
points in the discussion. 


METHODS AND PROCEDURES 
Selection of Ss 


The alcoholic population from which Ss were 
selected for participation in the second phase of 
the study was defined by the following criteria: 
male, white, within the age range of 21 to 60, 
inclusive, without severe organic pathology (CNS) 
or psychotic impairment according to available psy- 
chiatric opinion, and above the forty-fifth per- 
centile on the Army General Classification Test 
(AGCT). No distinction was made between com- 
mitted and voluntary admissions. 

Since admissions are continuous, 7 days a week, 
discharge dates (60 days later) are also continu- 
ous. It was, therefore, necessary to select experi- 
mental and control groups from a series of 8-day 
admission periods in order that Ss could be tested, 
groups organized, groups given six weeks of group 
therapy or control conditions, and given the post- 
treatment testing before the 60-day limit had ex- 
pired for any of the group members. This means 
that no S was hospitalized less than 5 days or 
more than 12 days before his initial tesi which was 
always the AGCT. 

All those who met the age requirement, who 
were judged neither psychotic nor organically im- 
paired by the ward psychiatrist, were not confined 
to bed for emergency medical treatment, and who 
were admitted for treatment for alcoholism during 
any of the 8-day periods used, were then given the 
AGCT. Those achieving below the 45 percentile 
were given no further tests. The rest were given 
the Minnesota Multiphasic Personality Inventory 
(MMPI). Those having MMPI profiles that 
clearly suggested psychosis were eliminated at this 
point. The remainder of the group, usually about 
15 or 16 out of the initial 30 admissions, was re- 
duced to 14 by disqualifying those with the most 


psychotic-like MMPI profiles. These were then 


given self and ideal-self Q sorts. From this eligi- 
ble group, seven were randomly assigned to a 
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therapy group, the remainder to a control group. 
Because only two experienced therapists were avail- 
able, and each could carry only one group at a 
time in addition to other duties, selection was not 


a weekly but occurred every third week 
for the groups used in this project. Selection for 
all other psychotherapy groups of alcoholics for 
training and treatment purposes follows the same 
general procedure, but such other groups are not 
part of this study and need not concern us here. 


process 


Method 


All Ss in therapy and control groups were given 
pre- and post-MMPI's and self and ideal-self Q 
sorts immediately preceding and immediately fol- 
lowing the six-week therapy or control period. In 
addition, the therapy groups were also given self 
and ideal-self Q sorts at the end of the 10th and 
20th therapy sessions 

All therapy sessions were tape recorded to per- 
mit continual spot checks on therapeutic technique 
by the psychology department staff 
insure that the theoretical orientation 
group centered) was not seriously 
either therapist 


members to 
(Rogerian 
violated by 


Each of the two therapists carried three of the 
experimental (therapy) groups 
with inebriates 


Each group began 


seven However, the first four 
groups finished five men each and the last two 
groups finished only four men each. Attrition was 
due to discharge from the hospital for various 


reasons 

With the exception of daily therapy meetings 
and the two extra Q-sorting sessions (at the end 
of the 10th and the 20th therapy sessions) for those 
in the therapy groups, control and experimental Ss 
were subjected to the same routine treatment. In- 
deed, with the further exception of the group 
testing involved, experimental and control Ss _ re- 
ceived the same treatment as the rest of the 
alcoholic population, a necessary condition for the 
testing of our first hypothesis. 

For purposes of analysis, all therapy groups 
were lumped together and will hereafter be re- 
ferred to simply as the therapy group which totals 
28 men. The control group was similarly consoli- 
dated, but since the attrition for controls was 
slightly higher, one extra group of controls was 
selected, following identical procedures, to bring 
the control group up to a comparable number. Of 
this extra group, four Ss completed the control 
period, but only three were wanted and were 
chosen by use of a table of random numbers. Thus 
both groups contained 28 men each. 

In order to provide some estimate of the re- 
liability or stability of the self and the ideal-self 
concepts and other relevant measures, a third series 
of groups was selected in an identical manner 
using the same criteria. These groups, hereafter 
referred to collectively as the two-week control 
group, were given a second self and ideal-self QO 
sort and a second MMPI exactly two weeks after 


3 
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their initial tests. This is admittedly a second-best 
way of obtaining “reliability” estimates, but was 
necessitated by several factors. First, this estimate 
could have been obtained from the therapy group 
only by sacrificing two weeks of therapy; second, 
it could have been obtained from the control group 
at the risk of distortion resulting from a possible 
reaction of being excluded from the therapy 
groups, a possible effect that we assume does not 
influence final testing of the control group be- 
cause of the comparatively long period of elapsed 
time (six weeks). This factor could not influence 
results on the two-week control group because 
selection was postponed until all therapy groups 
were terminated. Actually, since all alcoholics are 
subjected to systematic treatment pressures almost 
from the moment they are admitted for treatment, 
true reliability of measures or concepts is indeter- 
minate for our population, The statistics which we 
will report as estimates of reliability derived from 
tests given two weeks apart to the two-week control 
group provide an estimate of the relative stability 
of the measures over the stated period in Ss who 
are under a systematic program designed specifi- 
cally to produce favorable change in their behavior 
and in their general personality functioning. How- 
ever, these statistics do provide us with measures 
to which we can compare similar figures for the 
therapy group following two weeks of therapy. 


Subjects 


\ge, AGCT scores, years of education, current 
marital status, number of children, total years of 
drinking, and number of years of uncontrolled 
drinking for the various groups used in the study 
are presented in Table 1. 

Some differences in the groups on the variables 
listed in Table 1 are readily apparent. However, 
with the exception of the 15-session therapy group 
which for the first phase of the project was drawn 
from the 25-45 age range of the defined popula- 
tion, the groups depart from randomness only by 
virtue of undefined biases in those portions of our 
initial samples which were lost due to early dis- 
charge. Attrition was highest for the full-term 
(6-week) control group. That any of the listed 
variables are more than indirectly relevant is 
doubt ful. 


Method of Analysis 


Q technique. The method of analysis of Q-sort 
data developed to extract differential patterns of 
change for the first phase of the project was re- 
tained. As briefly as possible, the procedure is 
outlined in the next few paragraphs. 

Individual product-moment correlation coefficients 
were calculated on each S for each of the 10 com- 
binations of pre-self, pre-ideal, post-self, post-ideal, 
and criterion-sort, taken two at a time. Pre and 
post refer to both therapy and specified control 
periods. 


The concepts of self and ideal-self (hereafter 
referred to simply as ideal) are admirably defined 
by Hartley (1951), Rogers (1942, 1951), and 
Rogers and Dymond (1954) and need not be re- 
peated here. They are operationally limited by 
the particular set of cards used. To avoid the 
necessity of continually defining words during test- 
ing, the phrasing of some of the more difficult 
items in the sort developed by Butler and Haigh 
(see Rogers & Dymond, 1954) and used exten- 
sively by the Chicago group, was transposed into 
more familiar language for use in the second phase 
of our project (see Appendix). 

The criterion-sort (C-S) was developed for use 
in this study to provide some independent and more 
or less objective measure of the direction of move- 
ment of the self or ideal toward or away from 
mentally healthy configurations (see Appendix). 
The C-S is the mean pattern reflecting the highest 
degree of healthy psychological adjustment pos- 
sible with the particular sample of statements used 
according to the statistically combined Q sorts of 
five experienced clinical psychologists performed 
under instructions to sort the cards so that in his 
opinion the distribution would represent the healthi- 
est possible self concept achievable with the par- 
ticular set of cards used. Correlations between the 
psychologists’ sorts so performed and the derived 
criterion sort ranged from .87 to .92. 

All correlation coefficients were converted to 
Fisher’s (1954) s's throughout. Since we are in- 
terested in magnitude and direction of movement 
rather than in absolute size of s’s in a study of 
therapeutic change, differences between pairs of 2’s 
give us the most information, This is because they 
reflect change. For example, by subtracting the 
pre-self :post-self s from the pre-ideal :post-ideal z, 
it is possible to determine whether ideal or self 
concept changed more or, conversely, which was 
more stable. The difference scores so obtained for 
each S were summed algebraically for each group 
for each of the comparisons made. Group mean 
differences were then calculated for the analysis 
of change for each group. These mean differences 
are hereafter referred to as indexes for simplicity. 
Error terms for estimating the significance of such 
differences between correlated group means, i.e., 
those based on the same group of Ss, were cal- 
culated using McNemar’s (1949, p. 226) Formula 
92; significance of differences between 
related group mean z's were calculated 
Formula 91 (McNemar, 1949, p. 224). 

The following indexes all seem to yield unique 
information : 


uncor- 
using 


1. G minus D:* Tells whether the self tended 
to grow healthier or less healthy over the therapy 
or control period, Plus means adjustment increased 

* The code letters refer to the two correlations 
used in the derivation of the indexes and are in- 
cluded here for reference. They are explained 
further in the next section and the respective sort 
correlations which they represent appear in Table 2 
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TABLE 1 


Groups 


Therapy Control Control Therapy* 
30s (6 weeks) (2 weeks) 15s 

(6 weeks) (6 weeks) 
y= 28 N=28 N=28 N=15 


Mean 
SD 


Age 


Mean 


AGCT SD | 


Mean 
Years education SD 


Married 
Single 
Separated 
Divorced 
Widowed 


Marital status 


No. of children> 


Mean 


Total years drinking SD 
Mean 
Years uncontrolled drinking SD 


® This group is from the first phase of the project (Ends & Page, 1957). 
> Includes step-children; single men are omitted from this statistic. 


2. F minus B: Tells whether the self and ideal 
converged or diverged during the course of the 
therapy or control period. Plus 
converged. 


means concepts 


3. H minus A: Tells whether ideal or self 
changed more. Plus means the ideal was more 
stable. 


4. J minus I: Tells whether the ideal tended to 
grow healthier or unhealthier during the course of 


the therapy or control period. Plus means ideal 
became healthier. 

5. E minus B: Tells whether the self moved 
toward or away from the pre-ideal during the 


course of the treatment or control period. 
means self moved toward pre-ideal. 

6. F 
toward 
course 


Plus 


minus C: Tells whether the self moved 
or away from the post-ideal during the 
of the therapy or control period. Plus 
means self moved toward the post-ideal 


45.107 


5.725 9.294 7.826 5.804 
115.857 116.607 120.357 112.600 
10.242 13.316 11.650 10.294 
11.107 | 9.642 11.071 9.733 

2.610 | 3.096 | 2.975 1.526 
39.3% 53.6% |} 42.89 $3 .3% 
28.6% 17.8% 14.3% 26.7% 

7.1% 14.3% 6.7% 
14.3% 17.9% 25.0% 13.3% 
10.7% 3.6% 3.6% 0 


24.17 643 23.857 18.600 
6.717 .779 7.791 8.333 
10.214 6.185 7.214 2.800 
9.060 4.850 6.966 2.638 


7. C minus B:5 Tells whether the ideal tended 
to move toward or away from the pre-self during 
the therapy or control period ideal 
moved toward the pre-self. 


8. F minus E: Tells whether the ideal moved 
toward or away from the post-self during the 
therapy or control period. Plus means the ideal 
moved toward the post-self. 


Plus means 


Analysis of MMPI protocols for the various 
groups consists simply of comparisons of mean 7 
scores for the L, F, K, Hs, D, Hy, Pd, Mf, Pa, 
Pt, Sc, Ma, and the raw scores for the Barron 


(1953) Ego Strength Scale (Es). As with the 


5 The direction of subtraction for this index was 
reversed from that used in the previous report 
(Ends & Page, 1957) at the suggestion of Carl 
Rogers in a personal communication (April 15, 
1957). 


SuBJECTs WHO ComMPLETED THERAPY OR CONTROL PERIODS 
| 
| | — | 42.821 | 44.464 36.273 
|_| 
: 
| 
| 
Mean 3.200 | 2.347 | 1.857 1.800 
SD 2.731 1.879 1.761 1.720 
| 
| 
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Q-sort correlations, significance of differences 
among means of the various groups both before 
and after therapy were calculated to round out the 
picture and provide a measure of the initial com- 
parability of the groups, but since we are primarily 
concerned with discovering systematic differences 
in change on the various scales between groups, 
the emphasis is placed on analysis of pre-post 
difference scores. 


RESULTS 
Hypothesis 1 


To reduce consideration of results to 
manageable proportions, complete statistical 
presentation will be reserved for the final 
report. Results relevant to specific hypothe- 
ses will be presented in abbreviated form 
under the heading of the given hypothesis. 


Hypothesis 1: The addition of Rogerian 
group-centered therapy to the general treat- 
ment program will result in both qualitative 
and quantitative differences in therapeutic 
change to a significant extent. 


Results of Q Sort 


The mean 2z’s for the 30-session (6-week ) 
therapy group and for the 6-week control 
group for the 10 correlations determined for 
each S are presented in Table 2 along with 
the code designation for that particular 
correlation. For example, the pre-self: 
post-self correlation is coded A ; the figures 
in the body of the table represent the means 


TABLE 2 


MEAN 2's FoR THERAPY (30s) AND ContROL Groups 


of all such correlations (in Fisher’s z's) for 
the several groups. 

Following the previously outlined pro- 
cedure, subtracting a given mean z from 
another mean z from the same group, the 
indexes of movement were derived. These 
mean differences are given in Table 3 along 
with the level of statistical significance of 
the movement. The two capital letters at 
the head of each column refer to the two 
mean 2’s used in deriving the index. For 
example, Index 1 is based on G minus D or, 
decoding, is obtained by subtracting the 
pre-self:C-S mean z (D) from the post- 
self :C-S mean z (G) for the same group. 
The dash between the letters, e.g., H — A, 
is a minus sign indicating the direction of 
subtraction. 

Therapy group. This group demonstrated 
significant movement on seven of the eight 
indexes. The positive movement on Index 1 
indicates that this group achieved a much 
better adjusted perception of the self; In- 
dex 2 reveals that it gained enormously in 
self-acceptance by reducing the discrepancy 
between self and ideal over the therapy 
period. Index 3 indicates that the self 


changed more than did the ideal while 
Index 4 shows that the ideal grew signifi- 
cantly better adjusted during the therapy 
period. Index 5 reveals that the change in 
the self-percept over the therapy period was 
congruent with and perhaps influenced by 


Therapy Control | 
Code Sorts Correlated (N= 28) SD (N= 28) SD | | d p* 
A | S—Post S 562 225 494 232 | .062 | .068 | NS 
B | Pre S—Pre I .303 299 406 320 | .084 |—.103 N.S 
—_ Pre S—Post I .349 293 310 210 | .069 | .039 N.S 
D | PreS—C-S .349 263 361 226 | .067 |—.012 N.S 
E Post S—Pre I | 434 314 399 266 079 | .035 N.S 
F Post S—Post I .702 519 502 313 116 200 <.10 
G Post S—C-S .507 265 $75 248 .070 032 N.S 
H | Pre I—Post I .695 263 .549 275 .073 146 |<.05 
I Pre I—C-S .654 243 .608 242 066 .046 N.S 
4 Post I—C-S .738 234 .650 235 064 O88 N.S 


® Two-tailed test of significance applied. 


| 4 


3 


® Probability for two-tailed test. 


the relatively more stable pre-therapy ideal. 
However, Index 6 indicates that movement 
of the self during therapy was even more 
closely oriented toward the post-therapy 
ideal. In other words, the better adjusted, 
post-therapy self-percept appears to have 
been derived through a process of achieving 
previously held “ideals” as well as achieving 
new goals. This is strongly suggestive of a 
well regulated “growth” process. Index 7, 
the only index which yielded no movement 
significant (at least at the 10% level) for 
this group, indicates that the better ad- 
justed post-therapy ideal was in closer con- 
gruence with the pre-therapy self than was 
the pre-therapy ideal. This movement, while 
not significant, at least suggests that modi- 
fication of the ideal was not based on rejec- 
tion of the pre-therapy self, nor was it 
based on a defensive affirmation of the pre- 
therapy self. It hints of greater acceptance 
of previously rejected self-percepts. Index 8 
reveals that the post-therapy ideal had 
moved clearly and strongly toward the post- 
therapy self. When this movement is con- 
sidered in conjunction with movement on 
Index 6, it becomes apparent that the two 
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TABLE 3 


Q-Sort MOVEMENT INDEX MEANS FOR THERAPY Group (30s) AND Controt Group (6 WEEKs) 


4 


G-D F-—B H—A J-I E-B C-—B F-E 
Group Therapy (N= 28) 
Mp .158 .399 .084 -131 .353 + .046 .268 
p* <.01 < .001 <.01 < .05 <.01 <.001 N.S. <.001 
SDp 264 470 222 198 243 .406 ive 334 
Control Group (N= 28) 
Mp -114 .096 .055 .042 — .007 .192 — .096 .103 
p* <.05 N:S. N.S N.S. N.S. <.001 <.10 < .02 
SDp 288 338 . 286 . 186 311 . 262 .214 
Movement Differences Between Groups 
Mp -044 .303 .078 -042 .138 .161 +.142 .165 
p* N.S. < .007 N.S. N.S. <.07 < .08 < .02 < .03 
.075 -111 .070 .052 .076 -090 .0o1 .076 


represent integrated movement of both self 
and ideal resulting in much greater self- 
acceptance. When considered simultane- 
ously, these movements present a picture of 
healthy, well-integrated therapeutic growth 
over the therapy period. 

Control group. Continuing with reference 
to Table 3, this group demonstrated signifi- 
cant movement on four of the eight indexes. 
The positive movement on Index 1 indicates 
that this group also achieved a better ad- 
justed perception of the self, but the gain 
was less marked than for the therapy group. 
Index 2 reveals only a moderate, statistical- 
ly insignificant gain in self-acceptance. In- 
dex 3 indicates that change in the self 
tended to be greater than the change in the 
ideal over the six-week control period. Here, 
too, the ideal showed a tendency to grow 
healthier during hospitalization as shown by 
Index 4. Index 5 indicates that the change 
in self over the control period was relatively 
independent of the pre-treatment ideal. 
However, Index 6 shows that the movement 
of self over the control period was closely 
oriented toward the post-treatment ideal. 
Differently put, the more adjustive post- 
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treatment self appears to have been derived 
by a process of achieving newly held 
“ideals” or goals without making any sig- 
nificant headway toward previously held but 
unattainable self-concept goals. Index 7 
indicates that the better adjusted post-treat- 
ment ideal was less congruent with the pre- 
treatment self than was the pre-treatment 
ideal. This suggests that modification of the 
ideal may have been based to some extent 
on a rejection of the pre-treatment self. 
Index 8 shows that the post-treatment ideal 
had moved toward the post-treatment self. 
When this movement is considered in con- 
junction with movement on Index 6, it is 
apparent that the two represent only mild 
integrated or coordinated movement of self 
and ideal, and result in a minimal, statistical- 
ly insignificant increase in self-acceptance. 
Considered simultaneously, these move- 
ments present a picture of some improve- 
ment yet do not suggest a true growth 
process at all in terms of personality change 
as measured by the variables used. The re- 
lationships between movements do not seem 
to reflect a trend toward a more stable per- 
sonality configuration; rather they seem to 
reflect change, usually in the “right” direc- 
tion when variables are considered individ- 
ually, but not a sound growth process which 
necessarily implies integrated change of rel- 
evant variables resulting in a more stable 
organization of concepts about the self, 
more stable because change has resulted 
from a unified reorganization process. The 
change shown by the control group, then, 
seems likely to be a temporary one because 
it does not appear to be supported by the 
careful thinking-through (such as occurs in 
therapy) necessary to stabilize it. A sum- 
mary of the changes in the therapy and 
control groups is presented in Fig. 1. 


MMPI Results 


The therapy and control groups showed 
no differences between means on any of the 
MMPI scales including Es on pretesting 
that were significant at the 10% level or 
beyond. We will concern ourselves here 
with changes on MMP scales between pre- 


and posttesting for the two groups. Table 4 
presents data relevant at this point. 

Therapy group. The therapy group dem- 
onstrated significant changes between pre- 
and post-means on several MMPI scales. 
The first of these was a decrease in the 
F score (p = .02); the second was an in- 
crease in the K score (p = .10). A sizable 
decrease occurred on the D score (p = .01) 
and an even larger decrease occurred on the 
Pa scale (p = .001). The Pa scale was the 
only one on which the therapy group scored 
a statistically significant greater change 
than the control group (p = .05). The ther- 
apy group also showed a significant de- 
crease in Pt (p = .02) and a significant 
gain in ego strength (Es) (p = .01). Using 
literal interpretations, these changes may be 
summed up as a decrease in the psychologi- 
cal confusion reflected in F, an increase in 
psychological defensiveness or conversely a 
decrease in self-criticism as reflected in A, 
an increase in morale and optimism or con- 
versely a decrease in depressive attitudes as 
reflected in D, a marked decrease in suspi- 
ciousness of the motives of others as indi- 
cated by Pa, a decrease in neurotic anxiety 
symptoms as reflected in Pt, and a gain in 
ego strength as reflected in Es. At the same 
time, there were statistically insignificant 
decreases on all other MMPI scales with 
the exception of Ma which showed an in- 
finitesimal increase. 

Control group. Continuing with reference 
to Table 4, this group also demonstrated 
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TABLE 4 


MEANS AND MEAN DIFFERENCES ON MMPI ScaLEs FOR THERAPY Group (30s) 
AND ConTROL Group (6 WEEKs) 


Pre- 


Group 
(N= 28) 


Therapy 
L Control 48.928 
Therapy 56.821 
F Control 55.500 


Therapy 51.357 
K Control 50.678 
Therapy 55.035 
Hs Control §2.214 
Therapy 63.821 
D Control 61.857 
Therapy 57.857 
Hy Control 56.500 


Therapy 
Pd Control 65.28 
Therapy 57.321 
Mf Control 54.286 
Therapy 61.250 
Pa Control 59.392 
Therapy 61.607 
Pt Control 58.214 
Therapy 54.750 
Sc Control 51.642 
Therapy 57.678 
Ma Control 56.928 
Therapy 41.392 


Es Control 42.714 


significant changes between pre- and post- 
means on several MMPI scales. The first of 
these was a decrease in the F score (p = 
01); the second was an increase in the A 
score (p. = .10). Here, too, a sizable de- 
crease occurred on the D score (p = .05). 
In contrast with the therapy group a signifi- 
cant decrease also occurred on the //y scale 
(p = .05). A small gain was registered on 
the Es scale (p = .05). Again using literal 
interpretations, these changes may be 
summed up as a decrease in the psychologi- 
cal confusion reflected in F, an increase in 


psychological defensiveness or conversely a 
decrease in self-criticism as reflected in A, 


48 .876 142 
53.429 3.392 <.02 
52.786 2.714 <.01 
<. 
52.536 —1.858 <.10 
52.892 2.143 
51.285 .929 
58.785 5.036 <.01 
57.464 4.393 5 
56.964 893 
53.928 2.572 <.05 


65.286 001 
56.571 .750 
52.357 1.929 
55.250 6.000 <.001 
57.571 1.821 
57.000 4.607 <.02 
56.893 328 
2.107 2.643 
51.714 — .072 
57.750 — .072 
59.679 —2.75 
44.250 2.858 <.01 
44.321 1.607 <.05 


an increase in morale and optimism or con- 
versely a decrease in depressive attitudes as 
reflected in D, a decrease in systemic com- 
plaints and the like as reflected in the Hy 
score, and a gain in ego strength as reflected 
in Es. At the same time, there were sta- 
tistically insignificant decreases on all other 
MMPI scales with the exceptions of Pd and 
Sc which showed no change. 


Discussion 


In terms of findings bearing on Hypothe- 
sis 1, the therapy and control groups showed 
statistically significant differences in move- 
ment on 5 of the 8 Q-sort indexes when a 


Post- 
Scale Mean Mean Mp p ee 
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two-tailed test and a minimum significance 
level of 10% is used (see Table 3). As 
expected, and as graphically shown in Fig. 
1, the most marked difference between 
movements of the two groups occurred on 
Index 2 which measures increase in agree- 
ment between self and ideal concepts over 
the experimental period. As shown in Table 
2, the therapy group moved from a mean 
z between self and ideal before therapy of 
303 (see B) to a mean z of .702 after 
therapy (see F), while the control group 
moved from a pre-treatment mean z of .406 
to one of .502 after the control period. Since 
the difference between these gains is sig- 
nificant with a probability of .007, it is 
quite clear that increase in self-acceptance 
as measured by Index 2 is one systematic 
effect of therapy that does not occur to any 
significant extent without therapy. The ratio 
of movement for the two groups on Index 2 
is four to one, indicating that a quantitative 
difference definitely exists and, since the 
movement of the control group itself does 
not achieve significance, it suggests that a 
qualitative difference may exist as well. 

A second significant difference in move- 
ment between the two groups appears on 
Index 5 which indicates that in the case of 
the therapy group, the change in self- 
perceptions over the six-week period was 
congruent with the relatively more stable 
pre-therapy ideal and probably influenced 
by it. In the control group, however, the 
change in self-perceptions over the six-week 
period shows no apparent relationship to 
the pre-treatment ideal, either positive or 
negative. The presence of this particular 
movement in the therapy group and its ab- 
sence in the control group marks the dif- 
ference as primarily a qualitative one. 

A third significant difference in move- 
ment between the two groups is shown by 
Index 6. While in both groups the ever- 
changing self assumed a configuration more 
congruent with the post-ideal than was the 
case with the pre-treatment self, the move- 
ment of the therapy group was significantly 
greater. This difference is obviously a 
quantitative one only. 

A fourth significant difference between 
therapy and control groups is revealed by 


Index 7 (p = .02) which indicates that 
over the experimental period the control 
group ideal moved away from the pre- 
treatment self while the opposite was true 
of the therapy group. This may be inter- 
preted as meaning that without therapy 
there is a tendency (p < .10) to modify the 
ideal concept by incorporating into it values 
that are in direct opposition to the previous- 
ly held (pre-treatment) concept of the self. 
This strongly suggests that the change in 
ideal is negatively motivated by rejection 
of the pre-self rather than positively moti- 
vated by carefully thinking through to a 
new ideal concept. The therapy group, on 
the other hand, went in the opposite direc- 
tion—a movement not statistically signifi- 
cant in itself—and not only were able to 
accept more of the pre-therapy self, but 
were also able to accept new ideals that 
apparently resulted from something of a 
more constructive nature than antipathy to- 
ward the pre-self. The differences in move- 
ment on this index thus seem to be quali- 
tative rather than quantitative. 

A fifth significant difference between 
movements of the therapy and _ control 
groups occurred on Index 8 which may be 
interpreted as meaning that with therapy 
there is a significantly greater tendency for 
the changing ideal to move toward greater 
congruence with the newer perception of 
self at the termination of the treatment 
period. However, even though the difference 
in movement between groups was clear-cut 


(fp = .03), both groups showed significant 
movement on this index: therapy group 
P < .001; control group, p < .02. This 


rather obviously indicates a quantitative 
rather than qualitative difference. 

Che five above-discussed significant dif- 
ferences in movement for the two groups 
provide an outline of the major differences 
in pattern of movement which rather clearly 
favors the therapy group. The question 
naturally arises as to whether these broad 
outlines are supported or contradicted by 
suggestive but less clear-cut movement. 

In examining the pre-self :post-self and 
pre-ideal :post-ideal mean 2z’s for the two 
groups (see A and H, Table 2) we find that 
even though the therapy group began the ex- 


perimental period with less self-acceptance 
than the control group (B, Table 2), achieved 
an enormously greater gain in self-acceptance 
(Index 2), gained slightly more in the 
healthiness of the self concept (Index 1), 
gained slightly more in healthiness of the 
ideal, and generally moved farther toward a 
healthier personality configuration than did 
the control group, it manifested less change 
or greater stability in self and ideal con- 
cepts than did the control group. This 
strongly suggests that in spite of its goal of 
promoting change in the individual, therapy 
at the same time promotes stability and su- 
perimposes a pattern on the process of 
change which appears otherwise to be a 
continuous, almost random process in this 
population. The fact that changes in the 
control group are generally “favorable” 
even without therapy is to be expected since 
the over-all treatment program is aimed at 
producing such results. The changes in self 
and ideal concepts in the therapy group, 
then, show characteristics of clear, purpose- 
ful, integrated personality growth which do 
not appear in the control group. 

While at first glance it may seem to the 
reader that convergence of the self and 
ideal concepts, movement of the self toward 
the ideal, and movement of the ideal toward 
the self are merely different ways of saying 
the same thing, such is not the case. Con- 
gruence, or self-acceptance as we sometimes 
refer to it, can be increased by modifying 
either self or ideal alone; it can be achieved 
by perceiving the self or the ideal in a less 
healthy or a more healthy fashion. It can 
also be achieved by simultaneous similar or 
dissimiliar rearrangement of the self and 
ideal concepts in the process of attempting 
to achieve congruence between the two. A 
difference exists in the manner in which the 
therapy and control groups went about 
achieving the increase in congruence be- 
tween self and ideal concepts. 

By examining the movements shown on 
Indexes 5 and 6 (Table 3) for the two 
groups, it is evident that in the process of 
modifying the self concept the therapy 
group changed in such a way that the re- 
sulting self concept was more similar to 
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both the pre- and the post-ideal, even 
though the emphasis was on the latter. The 
control group, on the other hand, changed 
the self concept in such a way that the ter- 
minal self concept was more congruent with 
the terminal ideal but was no closer to the 
pre-treatment ideal than the pre-treatment 
self had been. The same situation holds with 
respect to movement of the ideal as shown 
on Indexes 7 and 8 (Table 3). The therapy 
group modified the ideal in such a way that 
it became more congruent with both pre- 
and post-self, again with the emphasis on 
the latter. The control group modified the 
ideal in a manner which indicates definite 
rejection of the pre-self but which resulted 
in greater similarity to the post-self. There- 
fore, it seems evident that in the control 
group the increase in self-acceptance was 
due largely to relatively superficial processes 
that ignore the held self-value 
system (ideal) and summarily reject previ 
ously held self-percepts and attitudes. In 
order to retain its gain in self-acceptance, 
it would appear that the control group must 
continue to reject its previously held self- 
percepts. Such a process seems similar to 
that described by Dymond (1955), for spon 


prev iously 


taneous remission without psychotherapy. 
Such a method of gaining self-ac eptance 
seems foredoomed to failure since its suc- 
cess depends on continuous suppression of 
previously held self percepts. In the therapy 
group, while much of the gain in self- 
acceptance is also based on new self-percep- 
tions and new values, the change appears 
to be firmly integrated with and based upon 
the previous self-perceptions and the prior 
value system, i.e., the new is firmly tied in 
with the old, a process clearly suggesting 
sound personality growth. 

To sum up the analysis of changes as 
shown by Q-sort data we may say that the 
therapy group movements present a picture 
of healthy, well-integrated therapeutic 
growth over the therapy period, a picture 
supported by a closer look at some of the 
less conspicuous relationships. The control 
group, on the other hand, presents a picture 
(see Fig. 1) of improvement to a much 
lesser extent on many of the individual di 
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mensions, and furthermore appears to have 
gained minimally in self-acceptance only by 
a defensive maneuver that appears to be 
unstable at the outset. 

As previously mentioned, only on the Pa 
scale of the MMPI did the therapy group 
show a significantly greater change than the 
control group (p = .05). Another signifi- 
cant result of therapy, then, seems to be a 
reduction in suspiciousness, oversensitivity, 
and feelings of persecution. This particular 
movement in the therapy group has a chance 
probability of less than .001, demonstrating 
that it is a sure, clear movement. This 
change is one that could be readily pre- 
dicted from a knowledge of the communi- 
cative nature of group therapy. That it does 
not occur in the control group as well, even 
though all the alcoholics live and work to- 
gether during their stay here, suggests that 
attitudes toward others are definitely re- 
worked in the group therapeutic process but 
are relatively little influenced by enforced 
close contact with others in the hospital or 
by the general treatment program. Going 
one step further and linking this movement 
to the Q-sort movements provides us with 
a picture of related change familiar to any 
therapist. It demonstrates that perception 
of self and perception of others are dynami- 
cally related and tend to change in an 
interrelated fashion. 

The picture of greater improvement in 
the therapy group is also supported by 


smaller, but still suggestive movements on 
the other MMPI scales as shown in Table 4. 
In consideration of the evidence pre- 
sented, we must conclude that the addition 
of Rogerian group-centered therapy to the 
general treatment program for alcoholics 
does result in both qualitative and quanti- 
tative differences in therapeutic change to a 
significant extent compared to a control 
group. Hypothesis 1 is firmly supported. 


RESULTS 
Hypothesis 2 


It should be kept in mind when reading 
the material presented in this section that 
the 15-session (15s) therapy group from 
the first phase of the project and the 30- 
session (30s) therapy group from the sec- 
ond phase of the project may differ in ways 
that will bias the results somewhat in one 
direction or another. The elapsed time be- 
tween pre- and posttesting was 6 weeks in 
both cases. As shown in Table 1, the mean 
age of the 15s group was about 9 years 
younger, and none were over 45. The 15s 
group had not been drinking as long, nor 
had drinking been a problem for them as 
long, as with the 30s group. These differ- 
ences appear to favor the 15s group. 


Hypothesis 2: Doubling the number of ther- 
apeutic sessions from 15 to 30 will result in 
significantly greater therapeutic movement. 


TABLE 5 


MEAN 2's FOR 30s AND 15s THERAPY GROUPS 


| 
30s 
(N= 28) 
Pre S—Post S 
Pre S—Pre I 
Pre S—Post I | 
Pre S—C-S 
Post S—Pre I 
Post S—Post I 
Post S—C-S 
Pre I—Post I 
Pre I—C-S 
Post I—C-S 


Sorts Correlated 


* Two-tailed test of significance. 


15s 
Code sp | (N=15)| SD | SEuw| d p* 
A 225 .§29 | .080 | .033 | NS. J 
| B 299 342 375 | .108 |—.039 | NS. 
| .293 332 | .092 | .017 | NS. 
D 263 318 263 | .086 | .031 | NS. 
E | 314 313 306 | | 1121 | NS. 
F | 519 498 208 | | .204 | NS. 
G | 265 427 316 | .093 | .080 | NS. 
H | | .263 477 | .095 | .218 |<.01 
| 1243 573 | .078 | | NS. 
J | .234 343 | | .172 |<.06 
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TABLE 6 


Q-SorT MOVEMENT INDEX MEANS FOR 30s AND 15s THERAPY GROUPS 


1 2 


F-—B 


.399 


.470 


M D 


SEwup 


Results of Q Sort 


The mean 2's for the 30s and 15s therapy 
groups for the 10 correlations determined 
for each S are presented in Table 5. Index 
means and mean differences in movement 
for the two groups are presented in Table 6. 

The 30s therapy group has been rather 
thoroughly discussed in terms of Q-sort and 
MMPI changes and there is no point in re- 
peating it. However, a brief discussion of 
changes manifested by the 15s group is in 
order before discussion of differences in 
movement or pattern. 

As Table 6 indicates, the 15s therapy 
group achieved significant movement on 
four of the indexes. The positive movement 
on Index 1 indicates that the 15s group 
achieved a healthier perception of the self ; 
Index 2 reveals that it also gained greater 
self-acceptance by reducing the discrepancy 
between self and ideal during the course of 
therapy. A third significant change occurred 
on Index 6 meaning that the self moved 
definitely toward the post-ideal; the final 
significant movement occurred on Index 8 
which shows that in the course of therapy 
the ideal was modified in the direction of 
the changing self. The negative movement 


Therapy 30s (N= 28) 


.084 
.001 <.05 


6 


E-B 


-131 
<.01 
243 


Therapy 15s (N=15) 


.187 
-114 


+ .056 
N.S. 
.061 


on Index 3 indicates that for the 15s group 
the ideal was less stable than the self, con- 
trary to results usually reported in the liter- 
ature. Furthermore, Index 4 shows that the 
ideal, unlike the self, did not tend to get 
healthier even though it underwent con- 
siderable modification. The movement of 
the ideal appeared to be independent of the 
pre-self pattern as shown by lack of move- 
ment on’ Index 7, that is, movement was not 
based on rejection of the pre-self to any 
extent. The negative change on Index 5 
indicates that the changing self moved 
slightly away from the pre-ideal, but change 
in the self was relatively uninfluenced by it. 

The impact of therapy on the 15s group 
is nearly equally divided between the self 
and the ideal. The increased similarity of 
self and ideal concepts was achieved by 
coordinated modification of both self and 
ideal as shown by movement of similar 
amounts on Indexes 6 and 8 with greater 
emphasis on Index 8 which indicates that 
the ideal yielded more than the self. These 
movements at the same time resulted in a 
healthier self-perception without significant- 
ly affecting the relative healthiness of the 
ideal which nevertheless underwent consid- 


13 
— 3 4 7 8 
Mp | .158 353 +.046 .268 
p <.01 < <.001 N.S. <.001 
SDp . 264 .222 198 .406 175’ 334 
Mp -108 .156 — .052 — .007 — .029 . 166 — .010 .185 
p <.10 <.10 N.S. N.S. N.S. <.01 N.S. <.001 
SDp .201 . 286 .232 .285 .182 .204 .205 .166 
Movement Differences Between Groups 
= .050 .243 091-160 .083 
N.S. < .08 <.01 N.S. < .03 N.S. 
.080 .136 .076 .073 .094 


erable change in the process. In sum, the 
mean group movement resulted in generally 
favorable change. 


MMPI Results 


The 15s therapy group demonstrated no 
significant change from pre to post on any 
of the MMPI scales. Pre- and post-means 
as well as differences on the scales are 
presented in Table 7. Using a two-tailed 
test, the only significant difference in move- 
ment between the two groups occurred on 
the Pa scale ( p = .042). 

Numerous significant differences do exist 
between the pre-means of the two groups 
and between the post-means as well. As 


Scale Group Pre-Mean 


30s (N= 28) 48.607 


15s (V=15) 45.133 
30s 56.821 
15s 52.200 


30s 


15s 


.933 


30s 
15s 


5.035 
. 200 


30s 


15s 


.821 
.066 


30s 


15s 


.857 


.600 


30s 


15s 


.400 


30s 7.321 
15s 51.000 


30s 61.250 
Pa 15s 53.266 


30s 607 
Pt 15s 53.400 
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TABLE 7 


MEANS AND MEAN DIFFERENCES ON MMPI Scaces For 30s AND 15s THERAPY GROUPS 


shown in Table 7, the 15s group had lower 
means before therapy on every MMPI var- 
iable, excepting Es, than the 30s group, and 
a higher Es score. This suggests that the 
15s group was somewhat healthier to start 
with as far as scale elevation is concerned. 
One would, therefore, expect less change 
on the MMPI scales simply because the 15s 
group needed to move less, and, indeed, had 
less room in which to move since they began 
closer to the normal means for the scales. 


Discussion 


In interpreting the results bearing on Hy- 
pothesis 2, we find ourselves in somewhat 


of a dilemma. We would ordinarily expect 


Post-Mean Mp p 
48.107 500 
45.267 
53.429 3.3922 


53.133 


50.600 .400 


250 


> 


.000 < .001 
066 1.200 


000 


.607 < .02 


3.133 267 


107 
SOO 


2.643 


.750 


266 


250 


44.467 


51 54.179 —2.822 <.10 
K 49.800 .133 
a | 52.892 2.143 
Hs 4 46.533 .667 
} 58.785 5.036 <.01 
D | 59 57.133 1.933 
57 56.964 .893 
Hly 52 50.466 2.134 ; 
| 6° 68.071 1.500 
Pd 64 64.133 .267 
— 
Mf 
55 
| 
57. 
Se 15s 49.000 19 — .866 : 
30s 57.678 57 — .072 
Ma 15s 54.333 57.7 2.933 
30s 41.392 2.858 <.01 
Es 15s $2 .933 1.534 


30 sessions of therapy to result in more 
movement in the same direction shown in 
15 sessions and, therefore, would use a one- 
tailed test of significance. However, since 
the possibility of qualitative differences 
exists we must in all honesty use a two- 
tailed test of significance. Inspection of 
Tables 6 and 7 reveals that reversals occur 
only where the 15s group has made no 
significant mean movement; for example, 
on Indexes 3, 4, 5, 7, and MMPI scales 
L, F, K, and Sc. The result is that we must 
use two-tailed tests of significance. 


INDEXES 
Off 2 3 4 5 6 4 8 
400 GalS-1_ OR | Gn!$-—Pre 1'S-Post I! 


2 + 


— 30S THER. GROUP N-28 


| | 
-050 + + 
rank | | 4 
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ar | — | 08 o | — | 03 oO | Back 
Fic. 2. Comparison of changes in 30s therapy 


group and 15s therapy group. 


As graphically represented in Fig. 2, the 
most obvious difference in movement oc- 
curred on Index 2 where the probability is 
.O8 for a two-tailed test. The 30s group 
gained far more in self-acceptance with a 
mean gain of .399 < while the 15s group 
gained .156 <. Self-acceptance, then, is one 
aspect of personality that shows continued 
and unabated progressive therapeutic change 
as the number of therapy 
doubled even though elapsed time is held 
constant. That a quantitative difference in 
movement exists is clear 


sessions 1S 


A large significant difference in move- 
ment also is shown on Index 3 (pf = .01 
for two-tailed test) which means that while 
the 15s group had a tendency to modify the 
ideal more than the self, the 30s group re- 
versed this trend and rather clearly empha- 
sized modification of the self. While this 
certainly suggests that a qualitative differ- 
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ence exists here, we must examine more of 
the pattern. Index 6 reveals another sig- 
nificant difference in movement between the 
two groups (p = .10, two-tailed test) which 
shows that the 30s group modified the self 
considerably more in the direction of the 
post-ideal than did the 15s group. Index 8, 
which indicates the extent to which the ideal 
was modified in the direction of the post- 
self, also shows a greater increase for the 
30s group, though here the differences in 
movement were not significant. 

Both therapy groups, in other words, 
achieved greater self-acceptance by coordi- 
nated modification of both the self and ideal 
concepts. However, the emphasis was dif- 
ferent. The 30s group tended to emphasize 
the modification of the self while the 15s 
group tended to emphasize modification of 
the ideal to bring about greater self- 
acceptance. 

Index 5 reveals another significant dif- 
ference in movement between the two 
groups (p = .03, two-tailed test). Here, 
again, the 30s group shows a reversal of 
the direction manifested by the 15s group. 
The 30s group so modified the self in the 
course of therapy that it grew more similar 
to the pre-ideal as well as considerably 
closer to the post-ideal. The 15s group, on 
the other hand, modified the self away from 
the pre-ideal configuration but toward the 
post-ideal pattern. At the same time, the 
30s group reversed the 15s pattern on In- 
dex 7 which indicates that while the 15s 
group tended to modify the ideal away from 
the pre-self though toward the post-self, the 
30s group tended to modify the ideal to in- 
clude more of the pre-self as well as more 
of the post-self. 

Indexes 1 and 4 show that the average 
gain in healthiness of both self and ideal 
when compared to the criterion-sort (C-S) 
was slightly but not significantly larger for 
the 30s group. As might be expected from 
the foregoing, the 15s group showed no 
improvement in the healthiness of the ideal 
concept. 

The fact that the 15s group had a more 
normal group profile to begin with makes it 
difficult to find much evidence relevant to 
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Hypothesis 2 in the MMPI comparisons. 
However, there was considerable room for 
improvement on the D scale, for example, 
yet the 15s group showed less than half as 
much reduction as the 30s group. In gen- 
eral, the 30s group showed greater mean 
movement than the 15s group where such 
comparisons are justified. 

It should be pointed out that, although 
the 15s group had a more nearly normal 
mean profile before therapy than the 30s 
group, they had no such advantage on the 
O-sort measures. On the latter measures 
(see Table 5) the two groups showed rea- 
sonable similarity. Therefore, the much 
smaller movements of the 15s group on 
Q-sort indexes can scarcely be attributed to 
lack of room for improvement. 

A final glance at Table 5 brings to light 
a most interesting finding. In spite of the 
much greater therapeutic movement shown 
by the 30s group, it showed less change in 
either the self or ideal concepts than did the 
15s group (see A and H). This phenome- 
non is similar to that discussed in the com- 
parison of the 30s group and the six-week 
control group. 

In consideration of the evidence, we must 
conclude that Hypothesis 2 is supported: 
doubling the number of therapeutic sessions 
from 15 to 30 results in significant gains in 
therapeutic movement to a significant de- 
gree, though not on all variables measured, 
even though elapsed time for the course of 
therapy was essentially similar (5 weeks for 
15s group; 6 weeks for 30s group), and 
time between pre- and posttests was iden- 
tical (6 weeks). 


RESULTS 
Hypothesis 3 


At this point it is rather obvious that 
while doubling the number of therapy ses- 
sions results in a significant increase in 
therapeutic movement, something more than 
mere quantitative change seems necessary 
to account for the reversals of direction and 
the shifting emphases. In other words, on a 
quantitative basis alone we have consider- 
able evidence that Hypothesis 3 is untenable. 


It is still deserving of separate considera- 
tion because of light it may shed on the 
nature and process of therapeutic change. 
The results bearing on this hypothesis are 
the same statistics used in testing Hypothe- 
sis 1 and 2 and, therefore, appropriate 
tables will be referred to rather than du- 
plicated. The conceptual framework within 
which these data are evaluated, however, 
will differ from that used to test Hypothesis 
2. Only Q-sort data will be used since the 
other measures do not seem sensitive enough 
to short-term change to yield meaningful 
patterns. 


Hypothesis 3: Doubling the number of ther- 
apeutic sessions will result only in quanti- 
tative rather than qualitative differences, 
i.e., the pattern of change will be the same 
for both the 15s and the 30s therapy groups. 


In order to understand more fully the 
meaning of differences in movement for the 
two therapy groups it seems advisable at 
this point to consider the changes in the 
control group as well, to provide some sort 
of base line. Table 8 presents the mean 
movements of the 3 groups abstracted from 
Tables 3 and 6 for convenience in follow- 
ing the discussion. Figure 3 represents this 
in graphic form. 
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Fic. 3. Comparison of changes in 30s therapy 
group, 15s therapy group, and six-week control 
group 

On Index 2 we see that the general treat- 


ment program without group therapy (con- 
trol group) results in a small and statisti- 
cally insignificant increase in self-acceptance 
of .096; 15 sessions of therapy resulted in 
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a movement significant at the 10% level and 
more than 14 times the movement of the 
control group; 30 sessions of therapy re- 
sulted in a movement with a probability 
value of .001 and more than double the 
amount of movement of the 15s group; 
more than four times the movement without 
therapy. 

On Index 3 we see that without therapy 
there is a slight tendency for the self to be 
less stable than the ideal. However, with 
15 sessions of therapy there is a tendency 
for the ideal to be less stable than the self. 
With 30 sessions there is a clear concen- 
tration of change on the self. 

Index 4 shows that without therapy (con- 
trol group) the ideal actually tends to in- 
crease in adjustment as measured by the 
C-S. With 15 sessions of therapy, however, 
the ideal has been modified to the point 
where it is becoming less adjustive. With 
the larger number of therapy sessions a 
clear gain in the adjustment of the ideal is 
again achieved. 

Index I indicates that without therapy 
there is normally a gain in the adjustment 
of the self concept as measured by the C-S. 
However, 15 sessions of therapy appears to 
add nothing to this normal gain. Thirty 
sessions of therapy result in a small mean 
gain over the control group, but not one 
that reaches statistical significance, even 
though the movement in itself is significant 
at the 1% level. Thus, although the self 
undergoes considerable modification in 15 
sessions of therapy, it seems that on the 
average 15 sessions of therapy does nothing 
to improve the adjustment of the self con- 
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TABLE 8 


Q-Sort Index 


cept and longer-term therapy is needed be- 
fore improvement in healthiness of the self 
concept that may be properly ascribed to 
therapy actually begins to occur. 

Index 5 shows that without therapy 
change in the self has little tendency to 
move either toward or away from congru- 
ence with the pre-ideal. With the shorter 
number of therapeutic sessions the self 
tends to drift away from the pre-ideal but 
moves toward it with 30 sessions. 

Indexes 6 and 8 indicate that without 
therapy most of the gain in self-acceptance 
is brought about by modifying the self in 
the direction of the post-ideal and less by 
modifying the ideal in the direction of the 
post-self. In the 15s group the movement 
is more nearly balanced but the emphasis 
is on modifying the ideal in the direction 
of the self. With the 30s group the empha- 
sis once more is on modifying the self 
toward the emerging ideal. 

Finally, Index 7 indicates that without 
therapy, there is a significant tendency to 
modify the ideal in a manner suggestive of 
rejection of the pre-self. The 15s group 
has succeeded in halting this trend, while 
the 30s group has managed to reverse it. 


Discussion 


Results presented so far indicate that the 
15s and the 30s therapy groups show the 
following similarities in pattern: 

1. The self concept has grown signifi- 
cantly healthier. 

? 


Self-acceptance has significantly in- 
creased. 


17 = 
1 2 3 4 5 6 7 8 = 
i 30s .158 .399 .133 O84 .131 .353 + .046 . 268 
15s .108 .156 — .052 — .007 — .029 .166 — .010 
Control .114 .096 .042 — .007 .192 — .096 .103 
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3. The self has moved significantly to- 
ward the modified ideal. 


4. The ideal has moved significantly to- 
ward the modified self. 

But the following dissimilarities appear: 

1. The 15s group ideal was less stable 
than the self; the opposite is true of the 
30s group. 


2. The 15s group ideal did not gain in 
health while that of the 30s group did. 


3. The 15s group self tended to move 
away from rather than toward the pre- 
ideal; the opposite was true of the 30s 
group. 

4. The 15s group tended to modify the 
ideal in a manner suggesting the possibility 
of a rejection of the pre-self while the 30s 
group modified the ideal in a manner sug- 
gesting greater acceptance of the pre-self. 
5. In the process of increasing self- 
acceptance, the 15s group modified the ideal 
more in the direction of the changing self 
than it modified the self in the direction of 
the ideal, an emphasis reversed by the 30s 
group. 

It is quite clear at this point that if we 
consider 15 and 30 
therapy as two examples of 


sessions sessions of 
therapeutic 
process carried through to completion in 
both cases, differenc+s in pattern for the 
two groups do exist and Hypothesis 3 must 
be rejected. However, when we take the 
movements of the control group into con 
sideration, it is apparent that these differ- 
ences cannot be due simply to the possibility 
that the 15s had not had enough 
therapy to influence these measures; the 
differences seem to result from therapy, not 
from lack of it. Why these particular dif- 
ferences arise must somehow be related to 
the dynamics of therapeutic change, but 
data presented so far does not provide a 
sufficiently clear picture for understanding 
them. At this point we may, on the evi 


group 


dence presented, firmly reject Hypothesis a. 
We will return to it later after we have 
explored Hypothesis 4 in the hope that we 
will then be in a better position to under- 
stand the process of therapy. 
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RESULTS 


Hypothesis 4 


Data bearing on Hypothesis 4 are again 
taken from Q sorts performed by the 30s 
therapy group immediately preceding the 
initiation of therapy, at the end of the 10th 
session, at the end of the 20th session, and 
at the end of the 30th session. For con- 
venience, these are hereafter referred to as 
the 0, 10, 20, and 30 sorts, 0 corresponds to 
pre in previous sections, 30 corresponds to 


post. 


Hypothesis 4: As the number of therapy 
sessions increase, the rate of therapeutic 
progress will increase. 


Results of Q Sort 


To evaluate this hypothesis we will again 
use the indexes to trace therapeutic prog- 
ress. Since we were concerned, initially, 
with progressive movement from the pre- 
therapy zero point, indexes were calculated 
for the Os—10s, the Os—20s, and the Os—30s 
period. These values are given in Table 9, 
and indicated graphically in Fig. 4. 
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Os-10s, Os-20s, and 0s-30s 


I:xamination of Figure 4 readily reveals 
that none of the individual indexes support 
Hypothesis 4 and furthermore that Indexes 
1, 4, 5, 7, and 8 show regressive movement. 
Only Indexes 2 and 6 show a steady up- 
ward climb; Index 3 rather suddenly seems 
to level off. Indexes 1 and 5 are particularly 
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TABLE 9 


SIGNIFICANCE OF MOVEMENT OF 30s THERAPY GROUP AT DIFFERENT PERIODS 


interesting because, as shown in Table 9, 
both show significant movement during the 
first two weeks of therapy but when calcu- 
lations are based on the Os—20s period, the 
mean gains are no longer significant. But 
by the end of the Os—30s period the over-all 
gains are again significant. In other words, 
during the middle two weeks of the six- 
weeks therapy period there occurs a loss of 
relative adjustment of the self concept and 
this is accompanied by a temporary reversal 
of the trend of the self concept toward 
greater congruence with the pre-ideal. At 
the same time there is a slight loss in the 
relative adjustment of the ideal concept; 
and the ideal ceases its movement toward 
the pre-self. Nevertheless, this by no means 
implies a cessation of therapeutic activity 
because during the same period, and in 
spite of these regressive movements, the 
self and ideal continued the trend toward 
convergence, as shown by Index 2, and 
further, the increasing congruence was 
brought about by approximately equal 
movements of self toward post-ideal and 
ideal toward post-self as shown in Table 9. 

In the final two weeks of the therapy 
period convergence of self and ideal con- 
tinues, but during this period the relative 
adjustment of the self again shows a sig- 
nificant gain which is followed by the ideal, 
although the latter gain is not significant. 
During this period the self also resumes its 
movement toward the pre-ideal and con- 
tinues its movement toward the post-ideal. 


<.01 


The ideal, on the other hand, seems to have 
lost its momentum toward either the pre- 
self or the post-self. Hypothesis 4 must be 
rejected; increasing rates of change are 
nowhere in evidence on these variables. 

A tentative interpretation of the various 
regressive movements in the context of pro- 
gressive convergence of self and ideal con- 
cepts is that the means by which conver- 
gence is initially brought about results in an 
unstable configuration, necessitating certain 
changes before better integrated movement 
can occur. 

We may also look at therapeutic change 
trom a slightly different point of view and 
examine the nature of tthe changing rela- 
tionships within each two-week segment, 
basing our calculations on the three sets of 
initiation and termination points, Os—10s, 
10s—20s, and 20s—30s, independently of each 
other. Movements on Indexes 1, 2, and 4 
are necessarily additive for each index be- 
cause of the manner in which they are 
computed, but movements on the other in- 
dexes are not and hence may throw further 
light on the process. 

Figure 5 and Table 10 present the results 
of computing the indexes for each of the 
two-week periods of therapy independently. 
Values for the Os-10s period are identical 
to those already given, of course, and are 
repeated only for the sake of comparison 
and completeness. The most notable feature 
in the Os-10s period is that all movements 
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1 2 3 4 5 6 7 8 : . 
: 0-104 | -082 -182 .046 .087 .091 .130 .052 .091 
SD .170 .239 .187 .169 .268 .179 .221 
p | < .02 <.02 N.S. <.05 <.01 <.02 N.S. <.05 
0-204 | -055 .307 .122 .067 .030 .267 .040 .277 
SD | .276 .529 .269 .178 .279 .468 .151 .363 : 
NS. <.01 <.05 <.10 NS. <.01 NS. <.10 
0-304 .158 .399 -133 .084 .131 .353 .046 .268 ; 
SD .264 .470 .198 .406 .175 .334 
p <.01 <.10 <.01 <.05 <.10 NS. <.10 


_ INDEXES OS-I0S INDEXES 10S-20S 
Z OIM 2) 3/415 18] [1 31415 18) 


INDEXES 205-305 


Fic. 5. 
lated independently for each two-week period 


Movement of 30s therapy group calcu- 


are positive and, with the exception of In- 
dexes 3 and 7, are significant. 

During the second two-week segment 
taken independently, three of the indexes 
show regressive movement compared to 
four with regressive movement when prog- 
ress was computed from the pre-treatment 
configuration (see Fig. 4 and Table 9). The 
disagreement occurs on Index 7 and may 
be interpreted as meaning that while the 
modification of the ideal in the direction 
of the pre-treatment self (at Os) was aban- 
doned after the first two weeks of therapy, 
the process continued during the second 
two-week period but with different content : 
during the second period the ideal was 
evolving toward greater congruence with 
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TABLE 10 


MoveMENT ON INDEXES GIVING CONSIDERATION TO THE THREE 2-\WEEK PERIODS INDEPENDENTLY 


the self concept that had developed at the 
end of the first two weeks of therapy (at 
10s). At the same time, i.e., during the 
10s—20s period, the changing self tended to 
move away from the ideal configuration that 
had developed over the first 10 sessions of 
therapy, as shown on Index 5, Fig. 5, and 
lost much of its increase in congruence with 
the pre-treatment ideal (at 0s) as shown on 
Index 5, Fig. 4. Nevertheless, congruence 
between concurrent self and ideal concepts 
continued to increase in the second two- 
week segment (see Index 2, Fig. 5). This 
was achieved by approximately equal and 
concomitant modifications of the self and 
ideal concepts toward each other (Indexes 
6 and 8, Fig. 5). Maintaining progress to- 
ward greater congruence of self and ideal 
concepts during the middle two-week period 
was possible only by a sacrifice in the rela- 
tive adjustment of both the self and ideal 
concepts (Fig. 5, Indexes 1 and 4). 
During the final two-week period, the 
self concept recovered its loss in relative ad- 
justment and progressed beyond the earlier 
peak. The ideal did not quite fully recover 
its loss by the end of the sixth week, al- 
though the difference was infinitesimal. A 
possible reason for failure of the ideal to 
rebound as quickly as the self, as far as 
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relative adjustment value is concerned, may 
be that such a movement would interfere 
with progressive convergence of the self 
and ideal concepts. 

In terms of the over-all picture, Os—30s, 
the ideal made no further progress toward 
the self in the final two weeks of therapy 
(see Index 8, Fig. 4), but in terms of the 
final segment taken independently, the ideal 
held at 20s did undergo modification in the 
direction of the post-treatment self (at 30s) 
as shown by Index 8, Fig. 5. At the same 
time, during the final two-week period, the 
ideal was modified in a direction away from 
the less adjustive self concept that was held 
at 20s (Index 7, Fig. 5). Further, the 30s 
self had moved away from the less adjus- 
tive ideal held at 20s (Index 5, Fig. 5) but 
toward the ideal held at the termination of 
therapy (30s) as shown on Indexes 6 and 
8, Fig. 5. 

These data raise at least two questions. 
The first question is: What is responsible 
for the regressive movement? The second 
is: What is responsible for the resumption 
of progressive therapeutic movement? Since 
regression appears to occur during the 10s— 
20s period, further analysis of movement 
during the first two weeks of therapy should 
help provide some understanding of the 
phenomenon. In order to do this we must 
make use of our second control group. This 
group was selected by the same procedure 
as were the others and the two-week meas- 
urement period corresponds to the first two 
weeks of therapy (Os-10s) for the 30s 
therapy group. As mentioned earlier, they 
were selected after group therapy had been 
terminated for the summer to avoid the 
influence of the negative reactions and re- 
sentments that occur when Ss not selected 
for therapy are asked to retake the tests 
which they may feel were responsible for 
their being left out of a therapy group. It 
is assumed that such feelings do not mate- 
rially influence the results of the final tests 
for the six-week control group because of 
the additional time involved. The bias we 
were most concerned about here was pri- 
marily that of the effect of cooperativeness 
or uncooperativeness on the accuracy with 
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which a given S would endeavor to honestly 
represent his concepts of self and ideal on 
the Q sort. 

Figure 6 and Tables 11 and 12 present 
the necessary data for comparison of move- 
ment on the indexes for corresponding 
periods with and without therapy. Several 
surprising results emerge. As shown in 
Table 12, no significant differences in move- 
ment between the two groups are apparent 
on any of the indexes. Table 11 shows only 
two significant differences. The therapy 
group had a significantly more stable self 
concept than did the control group (see A). 
At the end of the two-week period, the 
therapy group held a significantly more ad- 
justive ideal concept (see J). 

INDEXES 
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Inspection of Fig. 6 reveals that only on 
Index 7 does there appear to be any indi- 
cations of a qualitative difference in the 
movements of the two groups, and this dif- 
ference is significant at about the 20° level. 
The fact that the ideal of the control group 
tended to be modified in a direction imply- 
ing rejection of the pre-treatment self while 
the therapy group modified the ideal in a 
manner that resulted in achievement of 
greater congruence with the pre-treatment 
self suggests that here is one of the more 
subtle effects of therapy. That this differ- 
ence in the process of modification of the 
ideal is a genuine one, rather than artifact, 
is indicated by the previous comparison of 
the six-week and the 30s 
therapy group, as shown back in Fig. 1, 
suggesting that these early differences in 
direction of movement continue throughout 
the entire six-week period. At the end of 


control group 
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TABLE 11 


COMPARISON OF MOVEMENT FOR CORRESPONDING PERIODS WITH AND WITHOUT THERAPY 


Sorts Correlated 
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TABLE 12 


3 4 


30s Therapy 
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2-Week Control Group 
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.218 
N.S. 
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| | 
A | 130 | <.01 
» 191 SE .050 | 
B -—.055 | NS. 
D | | SE 081 
Cc M ~ .028 | NS. 
SD | SE .070 
D | .340 | —.053 | NS. 
SD .263 SE _.066 
E M 304 | ~.050 | NS. 
.286 SE .078 | 
| | 
| M 485 —.123 | NS. 
SD | SE 101 | 
G Post S—C-S M431 | | —.089 | NS. 
| SD .313 SE .072 
H 079 | NS. 
SD .270 | SE .079 | 
I M 654 | 
SD 
J 
SD .217 SD .207 | SE .058 
Group 
0-104 | .082 046 130 .052 091 
SD .170 .239 268 179 221 
p | <.02 N.S. 02 NS. <.05 
0-104 | .118 .097 —.025 
SD 313 266 .257 .248 
p <.01 <.01 <.30 <.05 <.10 N.S. <.01 
Mp 005 —.095 077 —.073 
p | NS. NS. N.S. N.S. NS. N.S. N.S. 
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the six-week period a difference significant 
at the 2% level exists, when a two-tailed 
test is used. 

Figure 6 also hints of other differences in 
change, even though the differences are of 
no statistical significance, for the initial two- 
week period. In general, Fig. 6 reveals that 
the control group made greater gains on 
five of the indexes than did the therapy 
group. Ignoring the possibility of sampling 
error for the moment, we may say that one 
apparent effect of group therapy is that of 
retarding movement, at least in the initial 
period of therapy. 

That regressive movement of consider- 
able proportions must also occur in the 
control groups is suggested by the fact that 
at the end of the six-week period the ther- 
apy group showed significantly greater gains 
on five of the indexes (see Fig. 1). Four of 
these (Indexes 5, 6, 7, and 8) deal with the 
manner in which the Ss went about modi- 
fying the self and ideal concepts in order 
to achieve greater congruence, and the fifth 
one (Index 2) measures the increase in 
congruence attained. Since the therapy 
group evidently gained self-acceptance at a 
slower pace and by a somewhat different 
route, and because the therapy group man- 
aged to maintain progress toward greater 
self-acceptance, while the control groups did 
not—if we can regard the two control 
groups as equivalent samples—then it ap- 
pears that the stability of the increase in 
self-acceptance is largely dependent upon 
the means used to achieve it. The most 
obvious clue to the nature of this difference 
is provided by Index 7, which shows that 
both the two-week and the six-week control 
groups (see Fig. 6 and 1) sought to achieve 
greater self-acceptance by modifying the 
ideal in a manner implying a rejection of 
the pre-treatment self. The six-week ther- 
apy group, on the other hand, at no time 
resorted to this particular method, as far as 
the group mean is concerned, with respect 
to the pre-treatment self, although as shown 
on Fig. 5 it did occur with respect to the 
self concept held at 20s. 

These comparisons still do not provide an 
answer to either of our two questions posed 


earlier, viz., what produces the regressive 
movement and what is responsible for the 
resumption of progressive movement. From 
the foregoing comparisons, it seems reason- 
able to assume that the control group also 
underwent regressive movement, but did not 
recover, since the two-week control group 
revealed, in general, greater movement than 
did the six-week control group. 

In an attempt to provide a tentative an- 
swer to the “Why?” of regressive move- 
ment in the therapy group we must rely on 
clinical experience. The increase in the rela- 
tive adjustment of the self and ideal con- 
cepts early in therapy with a concomitant 
gain in self-acceptance appears to represent 
a phenomenon usually called a “flight into 
health.” That it represents such a defensive 
reaction is strongly suggested by the fact 
that both self and ideal have begun to re- 
gress, in terms of relative adjustment, at 
some point after the tenth session. This 
regression is probably brought on by a 
growing awareness of the artificiality of the 
improvement in conjunction with continued 
therapeutic pressure in the group. That this 
early “peaking” “Hight into 
health” rather than truly integrated thera- 
peutic change is supported by a wealth of 
clinical observation, 


represents 


It was at this point, 
allowing for individual differences of course, 
that Ss tried hardest to leave therapy. Ap- 
parently individuals fled into 
“health” as a defense against self-examina- 
tion and not completely 
fooled either) because 
they seem to exhibit a sense of impending 


who have 


criticism have 
themselves (or us 
doom, high anxiety, mildly hypomanic be- 
havior, extreme rationalization, and_ flat- 
footed lying in order to convince others, and 
themselves perhaps, that all is well and that 
they are ready 
the light,” 
extraordinary lengths to try to terminate 


for discharge, have “seen 


etc. Some alcoholics go to 
commitments, some even escape. Often the 


less imaginative and less talented will ex- 


plain their efforts by saying that they feel 


that they must be released before they loose 
have already gained. On the 
average, this occurs at about the middle of 
the 60-day program which corresponds to 


what they 


he 
4 
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about the tenth to fifteenth therapy session. 
This phenomenon seems to occur with or 
without therapy. Our data in Fig. 4 and 
Table 9 indicate that there is good reason 
for the feeling that what has been gained 
may be soon lost. Just where in the 30- 
session span the low points for self and 
ideal are reached we cannot tell from our 
data other than that in the therapy group 
it falls somewhere between the tenth and 
twentieth sessions. Here the 15s group can 
help us to some extent when we recall that 
mean gain on Index 1 (self:C-S) was a 
little less than that of the control group; 
there was a slight loss in relative adjust- 
ment ‘of the ideal compared to a gain for 
the control group, and ideal had changed 
more than self while the reverse was true 
for the control group. Compared to the 30s 
group, the 15s group had gained less than 
half as much in self-acceptance (see Fig. 
3). 

If we are permitted the liberty of super- 
imposing the pattern of movement of the 
15s group on the pattern of the 30s group, 
it would indicate that the self :C-S corre- 
lation must reach a peak considerably higher 
shortly after the tenth session and then 
begin to fall. The ideal :C-S, to account for 
our 15s results, must peak about the same 
time as does the self:C-S but apparently 
regresses much more rapidly, to a point 
even below its pre-therapy level. In terms 
of our 30s group pattern, this interpretation 
would mean that lowered correlations at the 
twentieth session are points on a recovery 
phase rather than true low points in the 
process. 

A thing not easily explained is why, in 
spite of the ups and downs of the relative 
adjustment of the self and ideal concepts, 
With 


roughly parallel movements of self and ideal 


self-acceptance continues to grow. 


when compared to the criterion, one would 
expect that self-acceptance would remain 
constant, but this is not the case. A possible 
explanation is that the need for self- 
acceptance is the driving force, especially 
after the trauma of being hospitalized for 
alcoholism and possibly an additional jolt 
at being put in a therapy group, or we may 


simply label it a desperate attempt to reduce 
a considerable load of anxiety in a situation 
where alcohol is not available to perform 
the service. If self-acceptance is the driving 
force or “felt-need,” then it becomes under- 
standable why it increases so rapidly and 
simultaneously with increased healthiness of 
both self and ideal. Given the need for 
self-acceptance and given many new ideas 
in ways to look at one’s self and at the same 
time given an estimate of the social accepta- 
bility and possible value to the individual 
in behaving and perceiving and striving in 
certain ways by the orientation lectures and 
the many AA functions, as well as the 
experience of being in, for the alcoholic, an 
unusually friendly and accepting environ- 
ment, it is rather easy to understand how 
the individual may begin to believe that 
many of the things he hears about the 
“average alcoholic’ are indeed true about 
him and furthermore that these things are 
socially acceptable and, therefore, he wants 
them to be true apout himself. If this is 
indeed the case, the large increase in self- 
acceptance follows automatically as far as 
our methods of measurement are concerned. 
However, as previously mentioned, anxiety 
as inferred from clinical observation is 
higher at this point, not lower as it should 
logically be if self-acceptance has really 
grown to the extent indicated by our sta- 
tistics. This can mean just one thing, that 
the initial large increase in integration is 
just as superficial as is the initial increase 
in relative adjustment of the self and ideal 
While our data do not show it, 
it is quite possible that self-acceptance also 


concepts. 


undergoes a change for the worse at some 
point between the tenth and twentieth ses- 
sions. However, because loss of self- 
acceptance tends to increase anxiety, even 
though the individual may be losing some- 
thing very superficial from a clinical point 
of view, he is apt to exert considerable effort 
to prevent it. A possible explanation of how 
this might come about is that the individual 
begins to realize his self concept is un- 
realistic, an awareness aggravated by group 
therapy; in order to prevent increased anx- 
iety through facing the realization that he 


is falling far short of his newly acquired 
ideals, he begins to jettison them as they 
become sources of anxiety with awareness 
that in reality he falls far short of them, 
instead of being a source of self-satisfaction 
as they were when they were so readily 
accepted shortly before. By rejecting ideals 
as rapidly as they begin to hurt, the relative 
adjustment of the ideal is decreased as rap- 
idly as is the relative adjustment of the self 
as realism, nurtured by therapy, begins to 
creep into his self concept. As might be 
expected, the ideal drops much more rap- 
idly, and much farther if we use results of 
the 15s group as an indication, possibly a 
matter of overcompensation for what in 
some Ss almost amounts to panic. Clini- 
cally, depression of some degree is usually 
manifest along with anxiety. 

For those in group therapy, this is typi- 
cally the point at which serious therapeutic 
work begins. The whole artificial structure 
seems to come down with a _ resounding 
crash, and with the help of the group and 
the therapist the S begins to pick up the 
pieces and put them together in a process 
of sound therapeutic growth. During this 
period, according to the data in Table 10 
and Fig. 5, the self concept undergoes the 
greatest gain in health as the individual 
examines himself more honestly, ideals are 
carefully thought through and the level of 
adjustment of the ideal rises beyond its 
initial level, but not to its earlier peak, and 
self-acceptance is placed on a sounder foot- 
ing in the process. It is our belief that it 
is during this final phase that genuine ther- 
apeutic integration and growth take place. 

If this picture is correct, then we have a 
tentative answer to the second question 
posed regarding the “why” of the resump- 
tion of progress. Having experienced the 
rewards of increased self-acceptance, even 
though in an unrealistic manner during the 
flight into health, the therapy client is quite 
likely unwilling to give up the new-found 
feeling of self-satisfaction. His motivation 
to maintain it is probably quite high. But 
the pressure of group therapy prevents him 
from successfully maintaining self-accept- 
ance on an_ unrealistic basis 


unless he 
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relinquishes the benefits and satisfactions of 
continued group acceptance and group par- 
ticipation. While some so chose, most seem 
willing, with the support of the group, to 
examine themselves more penetratingly, to 
face realities that they could only deny 
earlier in therapy. Clinically, this is the 
period when interpersonal defenses are at 
low ebb, and the group begins to take on 
aspects of unity and solidarity. Without 
therapy, the alcoholic is apparently not 
forced to make the choice between (a) fur- 
ther painful examination to put. self- 
acceptance on a more realistic level or (5) 
loss of group acceptance. He apparently 
undergoes an even greater regression but 
manages to salvage only a small amount of 
his new-found self-acceptance. Even this is 
not on a sound basis since, as we have seen, 
the resultant ideal implies rejection of the 
pre-treatment self concept. The difference 
in recovery between the therapy and control 
groups thus appears to be due to at least 
three factors. 

1. The experience and 
examination afforded by 
group therapy. 

2. The pressure toward reality-oriented 
thinking in the group setting. 


help self- 
participation in 


3. The continuing and increasing reward 
of group acceptance when the individual 
struggles to put self-acceptance on a sound 
basis, or perhaps the threat of rejection if 
he fails to do so. 

At this point we may briefly reconsider 
Hypothesis 3, regarding pattern differences 
in the 15s and 30s therapy groups. In view 
of what has been said regarding the mean 
pattern of therapeutic progress, we can now 
say with some conviction that the differ- 
ences result from the termination of therapy 
in the 15s group somewhere in the early 
stages of the reintegrative phase. From 
this it seems to follow that therapeutic 
progress depends more upon the number of 
therapy sessions than upon the elapsed time 
between the beginning and end of therapy. 
Where patients are hospitalized as were our 
Ss, intensive psychotherapy, five days a 
week in this case, is definitely advantageous 
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in making maximal use of every day of 
in-hospital time. 


STABILITY OF SELF AND IDEAL CONCEPTS 


If what we have said about the pattern 
of the therapeutic process is true, we would 
expect stability of the self and ideal con- 
cepts to be lowest over the initial period 
when the individual is “fleeing into health,” 
and highest in the final phase when change 
is based on iaborious thinking-through. 
Since we have apparently straddled the dis- 
integrative low spot with our tenth and 
twentieth session measurements, measure- 
ments taken at the first peak and at the 
bottom following collapse of the artificial 
structure would probably show a lower sta- 
bility than any of those in Table 13. 


TABLE 13 


STABILITY OF SELF AND IDEAL CONCEPTS AT 2- WEEK 
INTERVALS IN THERAPY FOR 30s GRouP 


| First 
| 


1.655 |.030 | 


Second Third Overall 
2 Wks. 2 Wks. 2 Wks. | 6 Wks. 
| 8 | Mp | s | Mp £ | Mo | | Mo 
Self :Self 685 ‘eek 739 562 | 


Ideal: Ideal |-701 |-080 |.781 |.064 | .845 
| 


The data in Table 13 support our expec- 
tations and add another bit of information 
regarding the process of therapy. This extra 
bit derives from inspection of the mean 
differences. While for both self and ideal 
the trend is toward increased stability, the 
rates of increase are in opposite directions. 
Stability of the self seems to increase at an 
increasing rate, but stability of the ideal 
increases at a diminishing rate. Stability of 
the self concept has been shown by Brown- 
fain (1952) and other investigators to be 
one measure of psychological health and 
we would go even further and tentatively 
apply the same interpretation to stability of 
the ideal: we find that changes in stability 
follow the changes in the adjustment of the 
self and ideal concepts measured by the 
criterion sort. Thus, in therapy, there is a 


positive relationship between increasing the 
relative adjustment of the configuration and 
increasing the stability of that configuration. 
The greatest increase in the stability of the 
ideal occurs early in therapy when it also 
shows the greatest gain in relative adjust- 
ment; the greatest increase in stability of 
the self occurs in the reintegrative phase of 
therapy when it also shows the greatest gain 
in relative adjustment (see Table 13). That 
these changes represent progressive thera- 
peutic movement rather than “random” 
variation is supported by the previous dis- 
cussion and data. 

If this interpretation is correct, what can 
we predict about the six-week stability fig- 
ures for the 15s therapy group? We have 
reasoned that the 15s group was terminated 
in the early stages of the reintegrative phase. 
Since the ideal at that point was actually 
slightly less healthy than it was originally, 
due, we said, in order to maintain self- 
acceptance of the deteriorating self concept, 
we have captured the ideal at a point where 
it still shows the effect of having been for- 
cibly distorted and therefore should show 
a low correlation with the ideal measured 
at nearly any other point. That is, we can 
predict that for the 15s group the stability 
figure between the pre- and post-ideal will 
be inordinately low, lower than the sta- 
bility of the self over the same period be- 
cause deterioration of the healthiness of the 
self concept was, we have assumed, the re- 
sult of painful awareness rather than delib- 
erate downward distortion as was the case 
with the ideal; furthermore, there were 
indications that downward distortion of the 
ideal was overzealous and that it actually 
underwent greater temporary modification 
than did the self. Because reintegration was 
under way at the termination of therapy, 
but had by no means been completed, we 
can predict that pre-post self stability will 
be lower than for the 30s group. 

What can we predict about stability of 
the self and ideal concepts of the control 
group over a comparable period of time? 
Knowing that therapy tends to increase the 
stability of the self and ideal concepts as 
well as leading to greater acceptance of the 


| 


pre-self as well as the post-self, while with- 
out therapy there is a tendency to reject the 
pre-self in the modification of the ideal 
(these points were discussed under Hy- 
pothesis 1), we can predict that stability 
will be generally lower for the control 
group. The data in Table 14 confirm these 
predictions. 


TABLE 14 
S1x-WEEK STABILITY VALUES FOR 


| 

| Control | 15s 30s 

| (N=28) |(N=15)| (N=28) 


Self :Self z .494 
Ideal :Ideal z | .549 


.529 | —.562 
477 


It should be noted that the stability of the 
ideal for the 15s group is actually lower than 
that of the control group which is, of 
course, understandable in light of what has 
been said about forcible regression of the 
ideal in the 15s group. 

We have one final facet to explore before 
stating our conclusions: a comparison and 
interpretation of differences that may exist 
between movement and stability values of 
the 30s therapy group over the 0-10 two- 
week period and the two-week control group 
over a period of the same length but without 
therapy. So far we have presented no evi- 
dence, other than clinical judgments, that 
tells us whether or not the phenomenon 
referred to as “flight into health” actually 
does occur without therapy under the total 
impact of the fact of hospitalization and 
the stimulus of the general treatment pro- 
gram. The 0-10 two-week period for the 


TABLE 15 


STABILITY OF SELF AND IDEAL CONCEPTS OF 30s 
THERAPY Group For 0-10 TWo-WEEK PERIOD AND 
CORRESPONDING PERIOD FOR TWo-WEEK CONTROL 


Two-Week 


30s Group | | 
Concept | Control yroup d p 
(N =28) (N =28) 
Self :Self s .655 | .525 -130 | <.01 
Ideal: Ideal s .701 -622 .079 | N.S. 
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30s group corresponds to the same two-week 
period relative to initiation of the 60-day 
hospitalization period, i.e., both periods be- 
gan at an average of 10 days after admis- 
sion, 

The data in Table 15 clearly indicate that 
group therapy actually retards variability or 
instability of self and ideal concepts, from 
which we may infer that it also retards the 
flight into health. This being the case, from 
what we have said regarding the initial 
spurious gain in self-acceptance during the 
burgeoning of this artificial structure, we 
should expect that the self ideal correlation 
at the end of the two-week period for the 
two-week control group should be consid- 
erably inflated compared to the increase 
shown by the 30s group. 

As Table 16 reveals, this is exactly what 
seems to be happening. Table 17 supports 
the argument in revealing a comparatively 
large increase in the healthiness of the self 


TABLE 16 


Se_F:IDEAL CORRELATIONS BEFORE AND AFTER 
CORRESPONDING INITIAL Two-WEEK PERIOD FOR 
30s THERAPY GROUP AND Two-WEEK 
CONTROL GRouUP 


Self :Ideal 
Group 
s at End of 
zato 2nd Wk d p 
30s group 303 485 182 <.02 
(N =28) 
Two-week 
control group .358 608 .250 <.001 
(N =28) | 
TABLE 17 


SELF-CRITERION AND IDEAL-CRITERION 
CORRELATIONS BEFORE AND AFTER CORRESPONDING 
INITIAL TWo-WEEK PERIOD FOR 30s THERAPY 
Group AND Two-WEEK CONTROL Group 


End of 
Group Concept 0 2nd | @d p 
Wk. | 
Self :Criterion | .431 -082 | <.02 
30s Group 
(N =28) Ideal:Criterion) .654 | .741 | <.05 
Two-week Self: Criterion 402 .520 -118 | <.01 
control group 
(N =28) Ideal:Criterion) .577 633 | .056 | N.S. 


> 
Controt Group, 15s AND 30s THERAPY GrouUPS 
| 


concept. The ideal, however, shows less in- 
crease than that of the therapy group. 
However, since the ideal of the two-week 
control group manifested lower stability 
over this period than that of the therapy 
group as.shown in Table 15, much of the 
change in the ideal undoubtedly reflects the 
modification of the ideal to fit the self as 
part of the process of flight into health. 

The phenomenon of “flight into health,” 
then, is by no means confined to those in 
therapy groups, but is rather a general char- 
acteristic of the alcoholic population hos- 
pitalized for treatment and undergoing the 
general treatment program at Willmar State 
Hospital. Group therapy apparently has a 
sobering effect on the feverish drive for 
self-acceptance in the initial phase of treat- 
ment and, after the inevitable collapse, pro- 
vides the means, the emotional support, and 
perhaps much of the motivating force neces 
sary to pick up the pieces and laboriously 
and painfully build a healthier, sounder 
phenomenological world. As shown by re- 
sults presented under Hypothesis 1, without 
therapy this reintegrative process does not 
occur and the net gain as a result of hospi 
talization in terms of therapeutic growth as 
we define it and measure it is minimal. 

It should be clear from our discussion 
and generalized description of the flight 
into-health phenomenon, that with or with- 
out therapy, the worst possible time for an 
alcoholic to be discharged is the period after 
this process has begun but before it has 
collapsed from its own weight or thera 
peutic pressure, as the case may be, since a 
period of intense anxiety and depression is 
imminent and if it occurs shortly after dis 
charge the chances would seem to be ex 
tremely good that the alcoholic will resort 
to that old standby, alcohol, to alleviate the 
pain. Discharge while the individual is at 
or near the bottom of the trough might be 
even more disastrous even sooner. 


CONCLUSIONS 


1. The addition of Rogerian group 
centered therapy to the general treatment 
program for alcoholics does result in both 
qualitative and quantitative differences in 
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therapeutic change to a significant extent. 
These differences are: (a) A marked in- 
crease in self-acceptance. (b) The empha- 
sis of change was clearly centered on the 
self concept. (c) Modification of the ideal 
in a manner which resulted in greater ac- 
ceptance of the pre-self as well as the post- 
self concepts. (d) Modification of the self 
in a manner which resulted in greater ac- 
ceptance of the pre-ideal as well as the 
post-ideal concepts. (e) A firm reduction 
in the degree of suspiciousness of others, 
oversensitivity, and feelings of persecution. 
(f) A sound, healthy, internally and dy- 
namically consistent pattern of psychologi- 
cal change which may be interpreted as 
meaning that psychological growth of a 
therapeutic nature occurred. 

2. Doubling the number of group ther- 
apy sessions from 15 to 30 without increas- 
ing the total elapsed time in treatment 
results in significantly greater therapeutic 
movement. 

3. Qualitative as well as quantitative dif- 
ferences in the pre-post change pattern re- 
sults when the number of therapy sessions 
is increased from 15 to 30. These differences 
suggest that at 15 sessions the average group 
client was terminated just when he was on 
the threshold of his most serious thera- 
peutic work. 

+. The rate of therapeutic progress when 
considered as progression toward an end 
goal of a healthy configuration appears to 
gain momentum with successive increments 
of therapy although no single dimension 
appears to be a satisfactory measure of 
progress. 

5. On the basis of mean group move- 
ments, there is considerable evidence for a 
common pattern of therapeutic movement 
which includes in its main outline an initial 
peaking which may best be described as a 
flight into health which occupies the first 
two weeks of therapy; a rapid and extensive 
regression and the initiation of the reinte- 
grative phase in the second two weeks; and 
the rapidly increasing reintegration and 
consolidation of gain in the final two weeks. 

6. The flight-into-health phenomenon 
occurs in those not participating in group 
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psychotherapy. Following the inevitable 
collapse, those not receiving group therapy 
show no indications of reintegration in a 
therapeutic sense but instead recover by 
re-erecting a structure only superficially 
different from the initial one. 

7. Group psychotherapy actually seems 
to retard the development of the flight-into- 
health phenomenon and also dampens over- 
all and short-term intra-individual self and 
ideal concept variability. 

8. Group therapy results in progressive 
therapeutic psychological change while at 
the same time increasing stability of the 
self and ideal concepts by somehow intro- 
ducing an internally consistent pattern with 
the implication of checks and balances to 
such change as does occur. That is to say, 
the movement seems sure and purposeful 
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APPENDIX 


Statements Criterion Statements Criterion 
Weights Weights 
1. I feel uneasy when talking with 41. I am contented. (6) 
people. (4) 42. I am disorganized. (3) 
2. I put on a false front. (5) 43. I don’t really care about anything. (3) 
3. I try to outdo or excel others. (6) 44. I feel comfortable and at ease in 
4. I make strong demands on myself. (6) almost any social gathering. (7) 
5. I often kick myself for the things 45. I have to drive myself to get things 
I do. (5) done. (5) 
6. I often feel humiliated. (4) 46. I often feel resentful. (5) 
7. I doubt my sexual powers. (4) 47. I do things on the spur of the 
8. I am much like the opposite sex. (4) moment. (4) 
9. I have a warm emotional relation- 48. It’s important for me to know what 
ship with others. (9) others think of me. (5) 
10. I am an aloof, reserved person. (5) 49. I don’t trust my emotions. (4) 
11. I am responsible for my troubles. (6) 50. It is pretty tough to be me. (3) 
12. I can be counted on to do the right 51. I am a sensible person. (7) 
thing. (6) 52. I'm just not facing things. (4) 
13. I have a feeling of hopelessness. (3) 53. It doesn’t bother me when others act, 
14. I live largely by other people’s values feel, or believe differently than I do. (7) 
and standards. (5) 54. I try to avoid thinking about my 
15. I can accept most social values and problems. (4) 
standards. (7) 55. I have an attractive personality. (6) 
16. I have few values and standards of 56. I am shy. (5) 
my own, (5) 57. I need somebody to push me through 
17. I have a hard time controlling my on things (5 
sexual desires. (4) 58. I feel inferior. 
18. It’s difficult for me to keep from 59. I am no one. Nothing really seems 
criticizing and arguing with others. (5) to be me. (2) 
19. Self-control is no problem for me. (7) 60. I am afraid of what other people 
20. I am often down in the dumps. (4) think about me. (5) 
21. I am self-centered. (5) 61. I am ambitious. (6) 
22. I usually like people. (8) 62. I despise myself. (2) 
23. I express my emotions freely. (6) 63. I have initiative (7) 
24. Even when I am with people, I feel 64. I shrink from facing a crisis or 
alone much of the time. (4) difficulty (5) 
25. I feel like giving up trying to cope 65. I just don’t respect myself. 
with the world. (3) 66. 1 usually run things in groups I’m in. (5 
26. I can live comfortably with the 67. I take a positive attitude toward 
people around me. 8 myself. (8) 
27. My hardest battles are with myself. (5) 68. I stand up for my rights. (6) 
28. I tend to be on my guard with peo- 69. I am afraid of a full-fledged dis- 
ple who are somewhat more friendly agreement with a person. (5) 
than I had expected. (5) 70. I can’t seem to make up my mind 
29. I usually expect things to turn out one way or another. (4) 
all right. (7) 71. I am confused. (3) 
30. I am stubborn. (5) 72. I am satisfied with myself. (6) 
31. I am critical of people. (5) 73. I am a failure (1) 
32. I feel driven. (5) 74. I am likable. (6) 
33. I am liked by most people who 75. My personality is attractive to the 
know me. (6) opposite sex. (6) 
34. I have a feeling that I am not con- 76. I am afraid of sex. (4) 
tributing enough to life. (5) 77. I have a horror of failure in any- 
35. I am sexually attractive. 6) thing I want to accomplish. (5) 
36. I feel hopeless. (2 78. I feel relaxed and nothing really 
37. I can make up my mind and stick bothers me. (6) 
to it. (6) 79. I ama hard worker. (6) 
38. My decisions are not my own. (5) 80. I feel emotionally mature. (8) 
39. I often feel guilty. (4) 81. I am naturally nervous (3) 
I am a hostile person. (3) 82. I really am disturbed. (2 
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Statements Criterion Statements 
Weights 
All you have to do is just insist with 

me and I give in. (4) 

I feel insecure within myself, (4) 

I have to protect myself with 

excuses, with rationalizations. (5) 


Criterion 
Weights 
1 can't seem to let myself go and be 

my real self. (5) 

I am different from others (5) 

I am unreliable (4) 


(5) . I understand myself. (9) 
I am intelligent. (7) am good mixer. (6) 
I feel superior. (6) . I can handle most problems 

I feel helpless. (2 likely to face. (7) 
I depend on myself. (8) , a am worthless. (1) 
I feel like arguing or telling people . I dislike my own sexuality. (3) 
off (5) 100. I am not getting anywhere in life (5) 


83. 
84. 
85. : 
86. 
87. 
88. 
89. 
90. 
91, 


— 


